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made use of a working hypothesis which fitted in very well with the ex¬ 
planation given in this paper. In all the sudden insults to the brain occa¬ 
sioned by hemorrhages producing profound hemiplegia there was always 
absence of the deep reflexes on the paralyzed side, and with it no doubt 
hypotonia; whereas there was not this loss of reflexes on the non-paralyzed 
side. After a time this absence gave place to an increase of reflex. If, 
however, the hemorrhages were more posterior and involved the sensory 
sphere, there was more definite and more prolonged absence of reflexes. 

Dr. B. Onuf referred to a case in which a tumor of the hip and shoul¬ 
der centers was diagnosed, and the tumor removed, with the result that a 
very marked hypotonia developed in the paralyzed extremity after the ope¬ 
ration. and was present even two months afterward. 

Dr. Collins said that Dr. Fraenkel was satisfied with having established 
the relationship between tonus and reflexes, and they were both particularly 
gratified with Dr. Dana’s statement that in his cases of cerebral hemiplegia 
he had observed that the farther posteriorly the lesion extended, either into 
the sensory cortex or the sensory representation of the capsule, so in propor¬ 
tion was the existence of hypertonia or the lateness with which it appeared. 
This clinical experience fortified very greatly the position taken in the 
paper. 

Dr. Fraenkel said that he too had been delighted at the confirmation 
of their position by the very large clinical experience of Dr. Dana. If 
their observations were correct they should be of value in connection with 
diagnosis of pure lesions of the pyramidal tract associated with hypertonia 
and of the posterior tract with hypotonia. 
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The President, Dr. H. A. Hare, in the chair. 

A Case of Progressive Bulbar Palsy .—This case was exhibited by Dr. 
T. H. Weisenberg. The patient had presented herself at the nervous dis¬ 
pensary of the Polyclinic Hospital three weeks previously with the state¬ 
ment that four weeks before coming to the clinic she had suddenly lost the 
power of speech. This she attributed to the wearing of false teeth. She 
protrudes the tongue in a straight line and moves it from side to side. 
There is a fine fibrillar tremor in the tongue. She can not pucker up the 
lips. There seems to be no involvement of the upper distribution of the 
seventh nerve. There is no apparent atrophy of the muscles of the tongue 
or mouth. She has typical bulbar speech. She swallows with difficulty. 
There is preservation of the pharyngeal reflex. The jaw-jerk is present. 
The knee-jerk is normal. The gait and station are normal. On laryngo- 
scopic examination, no gross change is observed. 

Dr. Charles W. Burr called attention to the fact that it was rare in a 
case of this kind to find such great involvement of the speech with such 
slight palsy of the lips as was present in this woman. As a rule in disease 
of the bulb when the speech becomes so bad as not to be understood there is 
marked palsy of the muscles of the tongue and lips. 

Dr. William G. Spiller said that a curious feature about this case was 
that the loss of speech came on suddenly. This he thought was an error 
of observation on the part of the patient, although such a loss may occur 
suddenly, probably from hemorrhage. This he considered a case of true 
bulbar paralysis, not a case of pseudo-bulbar paralysis. 
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A Case of Tuberculous Meningitis with Secondary Infection. —This 
was reported by Drs. S. S. Kneass, W. F. Hendrickson and Joseph Sailer. 
The patient, a man aged twenty-nine years, was admitted to the Hospital 
of the University of Pennsylvania, March 15, 1902. His illness began 
with headache, nausea, vomiting, diarrhea and soreness and stiffness in the 
back. He had been treated for typhoid fever until March 8. He had 
gradually improved with the exception of the pain in the head. On March 
12, in the third week of the disease, he became delirious. 

Examination on admission showed moderate leucoeytosis, diazo reac¬ 
tion negative, Widal reaction negative. On account of the cerebral symp¬ 
toms, lumbar puncture was performed, and examination of the fluid showed 
the presence of a diplococcus. The patient was apathetic, but intelligent, 
answering properly, and did not complain of pain. Both pupils reacted 
normally. There was general hyperesthesia to all forms of sensation. Res¬ 
piration was abdominal and the abdomen was retracted. There was a loud, 
short systolic murmur. Examination of the lungs was negative. The knee- 
jerks were absent, but there was no spasticity. The patient developed 
edema of the lungs, and on the second day after admission became coma¬ 
tose. Under the use of digitalis the edema of the lungs cleared up, but he 
died on the 19th. 

Autopsy.—The heart was not enlarged.—no valvular lesion. The lungs 
were congested and edematous. The kidneys normal. The brain showed 
marked congestion, and at the base a puriform exudate into the meninges. 
Numerous tubercles were found on the meninges,and smears showed a large 
number of tubercle bacilli. The lungs presented a number of microscopic 
miliary tubercles. The meninges also showed marked infiltration of the 
lymphoid cells. The interesting feature of the case was the mistake in 
diagnosis based upon the presence of the Micrococcus tetragenus found in 
the spinal fluid. As far as the authors were aware this was the only case 
in which this had been found. The primary focus of the miliary tubercles 
was not found. 

Dr. Alfred Gordon said that the most recent cytological studies of 
the cerebrospinal fluid threw considerable light upon the question of men¬ 
ingitis. These tend to show that lymphocytosis of the cerebrospinal fluid 
is a characteristic feature of an inflammatory condition of the meninges. 
It would be, therefore, interesting to know the result of the cytological ex¬ 
amination in Dr. Sailer's case. 

Hemiplegia without Gross Lesions in a Case of Phimbism and Ne¬ 
phritis. —This paper was read by Dr. Charles W. Burr. The patient was a 
man aged fifty-five years, admitted to the hospital February 3, 1903, in an 
unconscious condition. He had worked in the salts of lead. There was 
palsy of the right arm and leg and of the right side of the face. Both knee- 
jerks were fairly active. There was some extension of the great toe on 
stroking the sole of the foot on the paralyzed side. The man was stupid 
and delirious but not absolutely unconscious. On the second day, he be¬ 
came completely unconscious, and seventy-two hours after the onset of 
the paralysis, which had been sudden, he died. There was a distinct lead 
line on the gums, hyaline casts and a line of albumin were found in the 
urine. No gross lesion was found in the brain, and the only lesion discov¬ 
ered was chronic inflammation of the kidney. There was no arterial sclero¬ 
sis in the brain or other part of the body. 

A Medullary Nucleus not as yet Described. —A brief report of this was 
made bv Dr. E. L. Melius, of Baltimore. 

Dr.' Joseph Sailer thought that Dr. Melius had proved the point for 
which he contended. What he had shown was certainly a nucleus. He 
congratulated the Society on the honor done it by Dr. Melius in making 
the first report of the discovery to it. 

Dr. William G. Spiller said that there was a distinct group of cells in 
the area referred to. There is also a similar group of cells in the human 
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brain, although in the dog the cells are much larger. He raised the question 
whether this might not be a part of Dieters’ nucleus. Whether or not it is 
to be considered a part of Dieters’ nucleus, it is a distinct group of cells 
and has as much right to be considered a special nucleus as von Bechte- 
rew’s nucleus which also may be regarded as a part of Dieters’ nucleus. The 
determination of this question will rest with the discovery of the function 
of these cells. 

A Case of Complete Brachial Monoplegia. —This case was presented 
by Dr. G. M. Dorrance. The patient was a man aged twenty-four years, 
who had come to the nervous clinic of the Polyclinic Hospital. In July, 
1902, while working in a shaft an iron bucket fell, striking him on the 
left shoulder. He was rendered unconscious and remained in that condi¬ 
tion for seven days. Since the accident he has not been able to use the left 
arm. The muscles have gradually wasted and the reactions of degeneration 
are present. The case was presented especially with reference to the pro¬ 
priety of operative procedure. 

Dr. F. Savary Pearce said that he had presented a somewhat similar 
case about a year ago. There was degeneration-reaction throughout the 
brachial plexus distribution, and there seemed to be no help for the man, 
and amputation was finally done. Microscopic examination of the nerves 
of the brachial plexus showed widespread degeneration. It was Dr. 
Pearce’s opinion that in a case of this kind, where there was so much de¬ 
generation and the member was useless, similar operations should be 
done. There was no delay in healing of the stump in the case Dr. Pearce 
reported, and the man was relieved of an incumbrance, much to his delight.. 

Dr. William G. Spiller referred to a case which he had seen in which 
Dr. Keen had exposed and resected the musculospinal nerve. A year and 
a half later there was almost complete return of power. In some cases 
there has been tearing and thickening of the nerves, and resection of the 
thickened portions and bringing the ends together has been followed by 
good results. 



